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F 000 | INITIAL COMMENTS F 000

AMENDED Siatement of Deficiencies

An annual Recertification and Complaint survey
#31201 wera compieted at Kindred Nursing and
Rehabilitation Fairpark, April 22 through April 25,
2013, with an extended survey completed on April
25, 2013. Based on survey findings, the facllity
was cited Immediate Jeopardy for F224, due fo a
resident elopement February 2, 2013. Immediate
Jeopardy is a situation In which the provider's”
noncompliance with one or more reguirements of
participation has caused, or is likely to cause,
serious injury, harm, impairment, or death to a
resident.

The Administrator and Corporate Cohsuiltant were
notified of the Immediate Jeopardy oh April 24,
2013, at 5:25 p.m., in the Administrator's office.

Substandard Quality of Care was cited under tag
F224 at a scope and severity fevel of "J".

The Immediate Jeopardy was effective February
2, 2013, through February 4, 2013, and was
removed February 8, 2013. A corrective action
ptan (Allegation of Comgliance) which removed
the immediacy of the jeopardy, was received and
corrective aclions were validated onsite by the
surveyar team on April 24-25, 2013,

Non-compliance continues at a "bD" level for F224.
The facllity is required ta submit a Pian of
Correction, ,

F 164 ] 483.10(e}, 483.75(1)(4) PERSONAL F 164
88=E | PRIVACY/CONFIDENTIALITY OF RECORDS

The resident has the right to personal privacy and

LAQB TORY DIRECTOQR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE CB] TITLE
&30 tb mrvovdling Execiliie. diyottor

(¥E) DATE

3/:3

Any deficlency statement ending with an asterisk (*} denotes a deflciency which the inslitutipn may be excused from correcting providing it is determined that
other safeguards provide suificlent profection to tha patients. {See instructions.) Excepl for nursing homes, the findings stated above ara disciopable 90 days
following the date of survey whether or not a plan of cerrection is provided. For nursing homes, the above findings and plans of correcton are disclgsable 14
days following the date these documents @re made available lo the faclilty. if deficiencies are cited, an approvad plan of carrection 15 requisite to continuad
program participation, .
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(X4) ID SUIMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFH( {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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DEFICIENGY)
. . This Fian of Carvection is the cenger’s credible
F 164 Contmuen.:l l.:rom page 1 | B F 164 alegaiion of comphiomes
confidentiality of his or her personal and clinical ,
records. Preparation andior execution of this Plan of correction
does :}a! consfifute admissian or agreement by the
. . provider of he truth of the facts afleged or conclusions -
| Personal privacy includes accommodations, et fordh In the statement of defiiencias, Thepian of
medical treatment, written and tel?P_the carrection IS prepared ondfor execated sofely becouse
communications, personal care, visits, and it is requlred by the pyovisions of federal and state low.
meetings of family and resident groups, but this - :
does not require the facility to provide 4 private F164 1t is the practice of this facility to 5/18/2012

| resident is transferred fo another hsalth care

room for each resident.

Except as provided in paragraph {e)(3) of this
section, the resident may approve or refuse the
reiease of personal and ¢linical records to any
individual outside the facility.

The resident’s right to refuse release of personal
and clinical records does not apply when the

Institution; or record release is required by law.

The facility must keep confidential all information
contained in the resident's records, regardless of
the form or storage methods, except when
release is required by fransfer to another
healthcare institution; Yaw; third party payment
contract; or the resident.

This REQUIREMENT is not met as evidenced
by:

Based on obsarvation and interview the facllity
failed to provide privacy and confidentiality for
personal and clinical records of the residents on
one (100 hall} of two halls.

The findings included:
Observation of 100 hall on April 22, 2013, at 5:20

ensure the resident of his/her rght to
personal privacy and confidentiality of
his/her personal and clinical records, :
The note book binders containing the ADL
records were removed from the corridor and
pleced in the nurses' station,

Axn audit was conducted to ensuze that no
other resident docomentation was in an
inappropriate location. !

The DNS and SDC instructed the mrsing
staff, licensed and CNLA. on the importance
of maintaining confidentially and privacy of !
resident information. . :
Additional in-servicea for staff will be
conducted on 5/6, 5/10 and 5/12. i
Education on HIPP A requircments to !
include confidentiality and privacy of
residents health related information ig
included in orientation for all new hires.

The DNS/SDC/RN Supervisors will
monifor for compliance each shift at Jeast 5
days a week X 4 weeks, then 3 days a week
i{ﬂ: weeks and then at least weekly there

I.

The DNS wall report resnlts of the
rounds/audits to the Pacility Performance ;
Committes at it monthly meeting for revicw,
discussion and recommendation. :

3
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The facility must develop and implement written
policies and procedures that prohibit
mistreatment, neglect, and abuse of residents
and misappropriation of resident property.

This REQUIREMENT is not met as evidenced
by:

Based on medical record review, review of
facility documentatiors, review of facility policy,
and interview, the facility failed to provide
supervision to prevent neglect of a cognitively

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S FLAN OF CORREGTION (X5
PREFIX (EACH DEFICIENGY MUST BE ARECEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY) - _
THis Pian of Corvection is the center's credible

F 164 [ Continued From page 2 F164| allegation of compliance.
a.m., during the initial tour of the facility revealed Freparation and/or execution of this plan of correction |
three notebook bindsrs contalning Activity of Dally does w3 constitule admission or agrezment by the |
Living (ADL) recards with resident infarmation frf};f;; o the irudh of ffe;;’gw aieged o Conclusians
sitting in the hand rail cutside of room 104, The o &;r"e;;_e;’; "‘;jaf’:f:’;’;‘ed " fe‘;’%e“;:{ .
first book contalned information about residents it is required by the provitions of federal and stat= faw,
in raem 100 through room 104, the second book
contained information about residents in room
105a through 108b and the third book contained
information about residents in room 110a through
115b. The information contained in the books
included the resident name, room rnumber, date
of blrth, Medical Dactor's (MD} name, medical
record number, and information about the
residents care.
Interview with Certified Nursing Assistant (CNA)
#4 on April 22, 2013, at 5:30 a.m., in the haliway
nexf to room 104, confirmed the ADL records :
were placed in the hallway and were not kept ;
private and confidential. .

F 224 | 483.13(c) PROHIBIT F 224

55=J | MISTREATMENT/NEGLECT/MISAPPROPRIATN F224 The facility has developed and

5/18/2013)
implemented written policies and procedares , :
that prohibit mistreatment, neglect and abuge f
of residents and misappropriation of
regidents’ propenty. !

Resident #99 upon retum to facility on
2/2{2013 had 2 wander puard device placed
on the ankle. LN observed and dooumented
presence of device every shift and continue
such until discharge home on 2/23/13. !
Additional interventions for Resident #09 |
included one to one observations of the i
rasident for forty-eight hours, the staff i
observations and documentation of the ;
residents’ status every fifieen minutes until !
the resident was discharged on Feb.23, 2013.
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impaired resident (#99), resulting in an
elopement, of six residents reviewed. The
facility's failure to prevent neglect and elopement
for resident #99 resulted in immediate Jeopardy
to resident #99 (immediate Jeopardy is a
situation in which the provider's noncompliance
with one or more requirements of participation
has caused, or is likely to cause, setious injury,
harm, impairment, or death to a resident.)

The Administrator and Gorporate Consultant were
notified of the Immediate Jeopardy on April 24,
2013, at 5:25 p.m., in the Administrator's office.

The Immediate Jeopardy was effective February
2, 2013, through February 4, 2013, and was
removed February 5, 2013. A corrective action
plan {Allegation of Compliance} which removed
the immediacy of the jeopardy, was received and
corrective actions were validated onsite by the
survayor team an April 24-25, 2013.

Non-compliance continues at a "D" level for F224.
The facility is required to submit a Plan of
Carrection.

The findings included:

Resldent #99 was admitted to the facility on
January 31, 2013, with diagnoses including
Hypertension, Hyperlipidemia, Muscle Weakness,
Dysphagia, Symbolic Dysfunction, and Dementia.

Medical record review of the Patlent Nursing
Evaluation dated January 31, 2013, revealed,
"..1. Patient currently wanders and/or has g
history of wandering...Mental Health...Behaviors;
wandering...Moed:

!
1
. staff immediately. Licensed nurses were also |
i
|

(X9 1D SUMMARY STATEMENT OF DEFIGIENGIES D PROQVIDER'S PLAM OF CORREGTICN (Xs)
PREFIX {EACH DEFICIENCY MUST BE PREGCEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETIDN
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROS5-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY}
. This Plan of Comcﬂon is the center’s credible
F 224 | Continued From page 3 F 224| altegation of comphiance,

Preparation and/or execution of this plan of correction
does not constitute admission or agreement by e
provider of tha truth of the facts alleged or conclusions
set forth in the statement of deficiencies. The plan of
correciion i prepared and/or executed sofely because
It I required by the provisions of federal and state law,

PR §

' Audit of 3!l in-house residents was”
conducted by members of the
Interdisciplinary Team to ensure cach
resident had been assessed for potential for
elopement. On 1esidents identified aé risk for
elopement an andit was conducted to
validate risk asecasments were current and
acourate. Carc plans were also revicived on
at risk residente and updated if needed.
Medication Administeation Records were
audited (for all residents) for current
photographs of cach residents and existing
resident photographs were updated as ;
needed.
Nuzzing assistant’s assignment sheets were
reviewed and updated for regidents at risk
for elopement.
Racility staff was in-serviced by SDC on
what beliaviors/actions that paticnts may
exhibit that conld indicate a rigk of
elopement and instructed to report any of the
signs to the licensed nurse or other clinical

|

)
in-serviced by the SDC on the P&P to follow 5
when admifting a resident to agseas for the i
risk of clopement and to document, initiate ;
and impicment appropriate care plan |
interventions, These in-scrvices were :
conducted on 2/2, 2/3 and 2/4/13, '

Elopement at Risk Notebooks containing
photographs and physical desceiptions of
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F 224 | Continued From page 4 F 224 | This Plon of Correction is the center's credible

worried.,..agifated...restless...Ambuiafion.. Indepe
ndent.. Transfer...

Independent.. Dressmg ndependent.. _Functiona
| tmpairment of Range of Motion...Upper
exiremity...no impairment...Lower Extromity...no
impairment..." Further review of the evaluation
revealed the resident scored a 6 on the Nursing
Delirium Screening Scale (NUDESC) "...a score
of greater than 2 on NuDESC identifies presence
of delirium. Add interventions {o care plan..."

Medical record review of the Wander/Elopement
Risk Evaluation dated January 31, 2013,
ravealed, “...1. Resident is at risk for Wandering;
yes...Resident is at risk for Elopement; yes..."

Medical record review of the Interim Plan of Care
dated January 31, 2013, revealed, "...Other
Information...Elopement Risk... Wanderguard
(device placed on the ankle of a resident to alert
staff of a resident's presence in an unautharized
area} in place..."

Medical record review of the Resident Progress
Notes dated February 2, 2013, at 8:00 a.m.,
revealed, "...(residenf) came out of room in the
mlddle of the NOC {night). Some restiess
behavior noted. Confuslon over where
{resident's) bedroom and bed were..."

Medlcal record review of the Resident Progress
Notes dated February 2, 2013, at 10:30 a.m.,
revealed, "...resident awaks, alert, confused @
(at) times...resident opened dirty linen closet
backing up as if it were (resident's) toilet,
redirected fo resident's bathroom..."

Medical record review of the Resident Progress

aflegation of compliance.

Preparation and/or execullon of this plon of correctton
does not constitule adinisslon or agreement by the
provider of the truth of the facts alleged or conclustons
set forth in the statement of deficiencies, The plan of
correction is prepared and/or execured solely becaise
it is required by tha provisions of federal and state low.

patients determined at risk for elopement are
maintained at the nureing station and front
Iobby desk area. New admissions assessed at
risk for elopement will have information
added o the notebook within 24 hrs of
admission.
Security guard on duty at time of cvent was
counseled and re-educated by his supervisor
on his doties including epsuring individuals
leaving facility signed out before leaving ..
Security guards in-serviced by the facility
administrator on the location and use of the
Elopement at Risk Notcbook as well as
general abuge P&P. -
Facility matntains a supply of wander guard |
devices, straps and snaps at the nurse station. :
Additicnal supplieg will be maintained in the
Ceatral Supply Room.
The Administrator or her designhee inonitors
the equipment drawer at least 5 days a week |
for availability and proper functioning of the |
safely equipment to include sufficient 'l
supplies if needed, for weekends and
holidays. '

The DNS or designee will monitor new :
admiagions during daily weekday clinical
rounds to validate that the elopement risk
ateessment has been completed, and care
plans are in place. And the elopement
notehook has been updated.

Medical Records or designee will performa
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(%4} ID SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CQRRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE © DATE
" DEFICIENCY)
: ‘ is P Co ion lr the center’s credible :
F 224 | Continued From page 5 _ Fooaf I blanof Chmeston tr the centers cre ’ _.
Notes dated February 2, 2013, at 12:10 p.m., ; ; his plan of zorrection ';
revealed, "...Friend of resident came to visit, B e on cho i by e
Unable to locate resident in dining area. Staff provider of the iruth of the facis olleged or cohelusions |
members then started to look for patient, sel forth in the statement of deficlencies. The planaf |
Executive Director notified, {police department) correction is prepared mdfor mcu;:-‘d -‘f-’ﬂg’ f’:‘:::;” !
notified...Physician here and informed...parking ftIs required by the provisions of federal and sta WI
area and grounds checked..." weekly sudit of all now admissions medical ‘ .
. . 1 risk i
Medical recard review of the Resident Progress f;i;ﬁ;ﬁf ﬁﬁ;ﬁ;&q’éxﬁm with !
Notes dated February 2, 2013, ai 1:37 p.m., intervention in place, C N A. assignment ]
revealed, "...Executive Director located resident sheets updated and x;otébol ok updated timely. i
at (resident's) house.., The Administrator bring the resutts of |
Review of facilitty documentation of a withess gﬁ:ﬁﬁ? atto iscmii?hli?nﬁ:;ft?n?&w i
statement from Licensed Practical Nurse (LPN) review, discussion and recommendation. The
#1 dated February 2, 2013, revesled, "...This Committe & met on March 28. 2013 and :Apn'l-'
nurse observed resident...in the service hail 15, 2013 and tho systems established 5
lmk"jlg for the bathroom.," . continue in place and are effective. The [
Review of facllity documentation of a witness E;:mlt g Pzeﬁﬁﬁ?eﬁﬁdﬁg: tﬂf: :
statement fram Dietary Aide #1, not dated, m_e: soctlts and fo develop and mploment |
revealed, "...saw (resident) in the service hall cm:gm action :
around 8:30 a.m...went and got 2 nurse and | '
stayed in service hall...nurse came and got
{resident)..."
Review of facliity documentation of a witness
| statement from Registered Murse {(RN) #2 dated
February 4, 2013, revealed, "(On Fabruary 2,
2013)...staff reported that patient was wandering
service hallway...0800 (8:00 a.m.) during
breakfast...Assisted patient to room, Pt {patient)
stated that (resident) was trying to find
bathroom...@ 1015 (10:15 a.m.) Certified Nurse
Aide (CNA) reported pt tried to enter closet,
thought it was bathroormn. Patient was assisted to
bathroom and walked to lobby and sat on sofain ;
frort of nurse station...(resident's physician)
FORM CMS-2567(02-09) Previous Verskons Obsolate Event ID:DGO511 Faciity ID: THO503 If continuation sheet Page 6 of 29
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physician)..."

up there..."

notified of pt's confusion...Around 1115 (11:15
a.m.} patient was assessed by {resident's

Review of facllity documentation of a witness
statement from CNA#3 dated February 2, 2013,
revealed, "...Saturday February 2nd 2013, around
10:30 a.m., | noticed (resident) had gotten
confused and fried to use the linen closet as a
resfroom...at 11:20 a.m,..went o (resident's)
room and (resident) was not there...l proceeded
to look in other rooms. Then the enfire nursing
staff started looking everywhere for (resident)...”

Review of facility dacumentation of a witness
statement from an interview with a resident
conducted by the Master Social Worker, dated
February 6, 2013, revealed, "...| didn't think
{resident would) get out with that security guard

Review of fhe facility policy Elopement Risk
Evaluation...Policy: Accidents and Supervision to
Prevent Accidents, dated April 28, 2011, and
provided by the facility revealed, ... Update and/or
implement care plan interventlons for reéducing
and/or preventing attempts of elopement,
examples of interventions may include, but are
not limited to; a. Wandering Prevention System...”

Interview with RN #3 on April 24, 2013, at 4:08
p.m.,, in the Dining Room, confirmed the RN had
baen the supervising nurse at the time of the

FOkm APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA (%2) MULTIFLE CONSTRUCTION (X3) DATE SURVEY
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445286 8. WING 04/25i2013
NAME OF PROVIDER OR SUPPLIER : STREET ADDRESS, CITY, STATE, ZIF GODE
307N FIFTH ST BOX 6477
KINDRED NU AN . -
RSING AND REHABII LITATION- FAIRPARK MARYVILLE, TN 37801
41D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION £X5)
PREFIX {EACH PEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFEREMCED TO THE AFPROPRIATE DATE
; DEFIGIENCY)
F 224 | Continued From page 6 F 224

resident's admission to the facility, and confirmed
the resident was assessed as an elopement risk
on the resident’s admission January 31, 2013.
Continued interview with the RN revealed the RN
had attempted to locate a Wanderguard
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SUMMARY STATEMENT OF DEFICIENCIES

(X4} 1D ID PROVIDER'S PLAN OF CORRECTION (x5}
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOUL D BE COMPLETION
TAG REGULATORY QR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE AFPROPRIATE DATE
. . DEFICIENCY)
This Plan of Correction Is the center’s credible i
F 224 | Continued From page 10 E 224 | allegation of compliance. : i
out tog for all visitors entering or exiting the Preparation and/or execution of this plan of correction |
facillty. does not constitule ddmission or agreement by the - !
12. Licensed Nurses who complete admission pm;!ﬁr oft;:ae fruih ofrﬁ;{s:g alieged a;;on?lwg}:.'s
Patient Nursing Evaluations were re-educated on Seijort [n tue stalement of deficiencies. The pianof
palicies and procedures for completing care plans e eoon sty baoaies
and initiating interventions when resldents were
deemed potential elopement risk.
Interviews with two Registered Nurses, three 1
Licensed Praclical Nurses, six Certified Nursing
Assistants, and one Security Guard on April 25,
2013, confirmed all had received education and
were able to verbalize the facility's policy and
procedure for residents at risk for elopement.
C/O #3120
F 247 | 483.15({¢)(2) RIGHT TO NOTICE BEFORE F 247 1
§$=D | ROOM/ROOMMATE CHANGE :
"| Aresident has the right to receive notice before !
the resident's room or roommate in the facility is
changed. F247 It s the practice of the facility to 5/18/2013
¢nsure the resident receives notices the
. : . resident’s room or roommate is changed.
This REQUIREMENT is not met as evidenced Resident #87 will be informed ,-nafcﬁmce
by: . . o of any new roommate and /or room change
Based on medical record review, facility record by the facility SSW and documented in the
review, and interview, the facility failed to provide resident's medical cecord.
notification of a new roommate for one resident Every resident residing in the facility will be
{(#87) of seven Stage | residents Interviewed. Informed in advance when receiving a new
) . robmimate and or room change by the facility
The findings included: . SSW. In the absence of the SSW, DNS or
(- ill perform this function
Resident #87 was admitted March 19, 2012, with ”?h‘;hgﬁsnggg‘ﬁr AW will in servioe all
diagnases including Vascular Dementia, clinical sta;ﬁf including Licenssd nurses on
Depression, Diabetes Mellitus Type 1, resident's right fo advance notice of
Hypopotassemia, Hypertension, Glaucoma, ch Tneservices will
Labyrinthitis, and Diabetic Neuropathy. Toomméfe of oom Change. lees W
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The resldent has the right, unless adjudged
incompetent or otherwise found to be
incapacitated under e laws of the Slate, to
participate in pfanning care and treatment or
changes in care and freatment.

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an
interdisciplinary team, that includes the aftending
physician, a registered nurse with responsibility
for the resident, and other approprlate staff in
disciplines as delérmined by the resident's needs,
and, fo the extent practicable, the participation of

(X&) 12 SUMMARY STATEMENT OF DEFICIEMGIES (0] PROVIDER'S PLAN OF CORRECTION {X5)
PREFX (EAGH DEFIGIENCY MUST BE PRECEDED BY FULL * PREFIX {(EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENEE{EIE?‘ g\:{a}s AFPROPRIAYTE DATE
. D
Thiis Plan of Corre-:;ion is the conter’s credibis
F 247 | Continued From page 11 F 247\ alegaiion of compliance.
: f " . Pre i it .
During a resident interview on April 22, 2013, at doms ot comttae ton & s plan f correcton
' [ 8:30 a.m., in the resident's room, the resident Provider of the muh of the facts aileged or concluslons
Sate o frst oommale o passed (expid et el sl e
and no one notifie e resident) of the new ita : :
roommate coming. tis reguired by the provisions of federal and siate I,
, . . be conducted on 5/13, 5/14 /
Medical record review of the Resident Progress Medical resords clci-ln; nﬁ Ss’ﬁ i{ﬁgi
Notes dated Decembar 31, 2012 to January 31, medical records of regidents who received a
2013, revealed no documentation of notification new roommate or room change sach week
of @ new roommate for the resident prior to the for the previons week X 4 ;fib and then
new roommate's arrival. monthly X 3 months and then a 10% sample
Review of facility admission records and interview ;ﬁ;;i? %"ﬁ:‘f:: (;ir:alomr moﬁ::f;ieifﬁch
an April 24, 2013, at 1:45 p.m., with tha submit written repoxts of these audits to the
Admissions Coprdinatar, in the admissions office, facility administrator
confirmed the resident's original roommate had The Admiistrator Wi-.llr ort osults of the |
passed away; a new roommate was admitted and Sndits tomthc Facili Per;P cslisolthe |
assigned to the resident's room January 22, et O ty.ﬁe _?mﬁ‘fe it roenlac |
2013; and no notification of a new rogmmate was Impch Ltdllc o cat Committes (QAA) at it regular |
given to the resident. Sche mesating for review, discussion i
and recommendations, if any. i
F 280 | 483.20(d)(3), 483.10(k){2) RIGHT TO F 280 [
58=0 | PARTICIPATE PLANNING CARE-REVISE CP F280 It is the practios of this facility to 5/18/2013'

develop a comprehensive care plan within 7
days aftor completion of the comprehensive !
assessment, to review and revised after each |
assessroent and with a change in
condition/statue of a resident by a team of
qualified persons,

The care plan of resident #8 hag been
updated to reflect change in Advance
Directives, The carc plan of resident #17
reviewed to casure safety device :
interventions are current and remain i
applicable. The care plan of resident #102
was updated with interventions addressing |

|
i
f
|
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DEPARIMEN] OF HEALI'H AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

No. 166 2UNTP,

the resident, the resident's family or the resident's
legal representative; and periodically reviewed
and revised by a team of quallified persons after
each assessment.

This REQUIREMENT is not met as evidenced
by:

Baszed on medical record review and interview,
the Tacility faled to update a care plan for code
status (Advance Directives for care in case of -
death) for one (#8); for interventions o prevent
falls for one (#17}; and for interventions for active
infections for one (#102) of thirty-four sampled
residents. ’

The findings Included:

Resident #8 was admitted to the facillly on
September 20, 2012, with diagnoses including
Chronic Obstructive Pulmonary Disease,

Epilepsy, Hypertension, Osteoporosis and Muscle
Weakness.

Medical record review revealed the resident had
been admitted to the hospltal on January 30,
2013, for Dysphagia (difficulty swallowing) with
Aspiration Pneumonia, and returned to the facility
on February 15, 2013.

Medical record review of a physician's order )
dated March 25, 2013, revealed, "DNR (Do Not
Resuscltate yComfort Care."

Medical record review of the Resident's
Comprehensive Care Plan dated March 4, 2013,

~ medical recards with an identified change to-

STAYEMENT OF DEFICIENCIES ({1} PROVIDER/SUPPLIER/CLIA {(X2) MULTIPLE CONSTRUCTION {¥3) DATE SURVEY
AND PLAN OF CORRECTION < IDENTIFICATION NUMBER: A BUILOING COMPLETED
_ 445286 B. WING 0412672013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, OIYY. STATE, ZIP CODE
KINDRED NURSING AND REHABILITATION- FAIRPARK 307 N FIFTH ST BOX 8477
. MARYVILLE, TN 37801
{X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5}
PREFIX (EACH DEFICIENCY MUSY BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOLULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
This Plan of Correction is the center's credible ;
F 280 | Continued From page 12 F 280/ ollegation of compliance.

Preparation andior exectition of this plan af correction
does not constikile adntission or agresment by the
pravider of the fruth of the facts alfeged or conclusions
setforth in the statement of deflclencies. The plan of
dorvection is prépared andlor execited solely becavse
it ts required by the provisions of federal and state faw.

The Interdisciplinary term comprised of
murging, dietary, social services and
activities will audit all ¢are plans on
residents’ with 2n advanced directive for
acourate & current information, andit all care
plans on residents with history of falls last
30 days and/ or at risk for falla for
appropiiate fafl prevention interventions and
also the carc plans of each resident with an
active infection for all appropriatc
intarventions.

During the weekday daily clinical rounds
(DNS/SDC! MDS nursea/ RN supervisor
SSW, Activities Directar) will review the 24
hour nursing report, lab reports, physician
orders, admission/re-admission a33¢ssments,
and evaluations for auy changes of
status/condition that would warrant a
revision/update of the residents’ care plan.
The care plan will then be revieved for
appropriate intervention(s) and relatcd
documentation and communication,

The DNE, SOC and/or Care Plan
Coordinator will in-serviee licensed staff on
process to raview, revise and/or update a
comprehensive care plan, with the related
documentation and communi¢ation on 5/13,
5/14 and 5/15/13.

The DNS or designee will audit 25% of the

include but oot Limited to changes in {

i
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revealed, "Advance Directive Guidelines" with
interventions of CPR and transport to hospital
when indicated, and had not been updated fo
reflect the physician's orders on March 25, 2013,
for DNR/Comfort Care.

Interview with the Care Plan Cocrdinator, [h the
conference room, on April 24, 2013, at 9:00 a.m.,
confirmed the care plan had not bean updated to -
reflect the DNR /Comfort Care Only physician's
order dated March 25, 2013.

Resident #17 was admitted to the facllity on
Qctober 31, 2008, with diagnoses including
Aizhelmer's Disease, Dementia with Behavior
Disturbance, Generalized Anxiety Disorder,
Constipation, Stomach Function Disorder,
Generalized Pain, Depressiva Disorder,
Psychosis, Personal History of Fall, Late Effect
Cerebral Vascular Disgase,

Medical record review of the Quarterly Minimum
Data Set (MDS) dated January 18, 2013,
revealed the resident was seversly cognitively
impaired, required extensive asslstance will all
acfivities of daily living {ADLs), and was only able
to stabilize with human assistance during
transfers and watking.

Medical record review of the resident's care plan
revealed the resident was at risk for falls.
Continued review of the resident's eare plan
revealed a "...personal alarm installed...” as an
update to the care plan on September 20, 2012,
and "...sensory bed pad alarm...* was added as
an update on September 21, 2012,

Medicat record review of Post Fall Evaluation

allegation of compliance.

Preparation andfor executton of this plan of corraction
doer not consiinite admission o agreement by the
provider af the truth of the facts alleged or conclusions
set forik in the statement of defletencies. The plan of
correcilon is prepared andfor exetuled solely becouse
{1 Is required by the provisions of federal and siate law.

interventions addressing advance directives,
active infections, apd fall prevention 5 days
a week X 4 weeks, then 2 X a week X 4
weeks, then weekly X 4 weeks and then at
least 20% of the effected medical records
monthly.

'The DNS or designec will report results of
the aodits to the Facility Performance
Committee at it monthly meeting for raview,

discuesion and recommendation if indicated 1
monthly X one quarter and then atleast |
quarterly thereafter. ;

STATEMENT OF DEFICIENGIES {X1} PROVIDER/SUPPLIERICLIA {%2) MULTIPLE CONSTRUGCTION X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ( }CDMPLETED
) A BUILDING
445286 B. WING 04/25/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP GODE
307 N FIFTH ST BOX 5477
KINDRED NURSING AND REHABILITATION- FAIRPARK
N MARYVILLE, TN 37801
(Xd.] in ] SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE pATE |
DEFIGIENCY)
] i i 5 eredibl
F 280 | Continued Erom page 13 F 280 Thiis Plan of Corvection Is ihe centers credibie
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HIGHEST WELL BEING

Each resident must receive and the facility must
provide the necessary care and services to attain
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not met as evidenced
by:

Based on medicat record review and interview,
the facility failed o provide interventions for
constipation in a timely manner for one resident
{#14) of thirty-four residents reviewed.,

care and services to attain, or maintain the
highest practicable physical, mental, and
psychosocial well-being, in accordance with
the comprehensive agsessment and plan of
Care,

Resident #14 remaing on an effective bowel
maintenance progeam that has resulted in
regular bowel movement pattern for at least
the Inst 60days.

The DNS/SDC/MDS nurses and / charge
nursss will audit the flow shects/ BM
records as well as the physician orders and |
medication records for all residemta for2) -
documentation of 2 pattern of regular bowel .
movements b) physician orders for the howel |
protocol that includes residents on scheduled
_ pain medication ¢) adminisiration of the

FORM APPROVED
SE;ENTERS FOR MEDICARE & MEDICAID SERVICES OMB NC. 0838-0391
EMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ﬁiun.nms ‘ © (X3) DATE SURVEY
445286 B. WING ‘ 04/25/2013
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(X4} 1o SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTIOM {X5)
PREFIX {EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENGY)
F 280 i ) This Plan of Correction i the center's credible ;
Cont.lnued From p?ge 15 A F 250 allegation of compliance. ;
Medical record review of a Resident Progress . :
Note with & Candition Change Form altached Preparation andfor execttion of this plan S :"'J“"*’” ;'
dated March 8, 2013, revealed, "...pt (patient) is does noi consiitule admission or agreement by the =~
i . i ; ' ider of the truth of the facts alleged or conclusions
hawng yellow cofor dramage fmm"'ey es... ‘E:ffv;:-d: h{ the x'r-:fe'mem of deficlencies. The plan of
corvecion iv prapared and/or executed solely because
"1 Medical record review of a Resident Progress it is required by the provisions of federal and state law.
Note with a Condition Change Form attached
dated April 20, 2013, revealed, "...pt has drainage
from both eyes drainags is dark green..."
Medical record review of the Comprehensive
Care Plan daled March 4, 2013, revealed no
revision to the plan of care for the eye infection. |
' |
interview with the Minimum Data Set (MDS) |
Coordinator on April 24, 2013, at 8:10 a.m., in the i
MDS Coordinator's office, confirmed the care
plan for resident #102 had not been revised or
updated with interventions for the MRSA Infection, B '
F 3091 483.25 PROVIDE CARE/SERVICES FOR F 309| F309 Itis the practice of this facility to 5/18/2013
83=D cngure each resident receives the necessary
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The findings included:;

Resident #14 was admitted to the facility on
December 12, 2012, with diagnoses including
Alzheimer's, Dementia, Muscle Weakness
General, Viral Pneumonia, and Dysphagia.

Medical record review of the Admission Minimum
Data Set dated December 18, 2012, revealed the
resldent was incontinent of bowel, was totally
dependent on staff for activities of daily living, and
was cognhitively impaired.

Medical récord review of the Activities of Daily
Living (ADL) Flow Record for December 2012,
revealed docUmentation the resident did not have
a bowel movement between December 13 and
December 27, 2012 (13 days).

Medical record review of the Care Plan dated
December 26, 2012, revealed, "...At risk for
constipation...Maintain comfortable and regular
bowel movements at least every 3
days...Administer medications per physician order
& (and) monitor effectiveness.. Monitar for and
report any $&3 (signs and symptoms)
cohslipation such as abdominal cramping,
diarrhea, NV {nausea and vomiling), no BM
(bowel movement) for 3 days._..”

Medical record review revealed a-Change in
Condltion farm dated December 27, 2012, "0
(zero) BM x (times) 11 days." Further medical
record review revealed physician orders dated
December 27, 2012, far a dulcolax suppository
and tap waier enemas until clear,

Medlcal record review of a nursing note dated

{X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S FLAN OF CORRECTION pE)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTIQN SHOULD BE COMPLETION
TAG REGULATDRY OR LSC IDENTIFYING INFORMATION) TAG CROS5$-REFERENCED TO THE AFPROPRIATE DATE
DEFRICIENCY}
] This Plan of Corvection is the center’s credible
. F 309 | Continued From page 16 F308| allegation of compliance.

Preparation andfor execution of this plan of correctian
dogs noi constitule admisston or agrezment by the
pravider of the truth of the facis alleged or conclisions
sei forih In the statement of dzficiencies. The plon of
corréctlon s prepaved andlor executed solely becouse
it s required by the provitions of federal ond sigie Imw.

bowel protocol by the Licensed,

The DNS/SDC will in-service nursing staff
both licensed nurses and nursing assistants,
ox the facility bowel protocol to include not
limited to monitaring, reporting and
docuraenting of BMs, timely administering
of the bowel program protocols on 5/13,

5/14 and 5/15/13.

The evening shift charge nurses will review
the ADL flow records each day for BM
documentation and initiate the facility’s
physician Bowal Protocol if no BM after 3 ;
days. i

During the weekday daily clinical rounds
the DNS/ADNS/SDC/ MDS nurses or RN
supervisor will raview the ADT. fiow shest
for documentation of BMs, evidence of a
consiatent regular pattern or initiation of the :
bowe] protocol if indicated. g

The DNS or desigree will audit 25% of the|
ADL Flow Records for BM documentation
and intervention if indicated with an 5 days a
waek X 4 weeks, then 2 X a week X 4
weeka, then weekly X 4 weeks and then at
leaat 10% of the ADL Blow Reconds weekly
thereafter.

The DNS or designee will report reqults of
the audits to the Facility Performance
Committee at it monthly meeting for review,
discussion and recommendation if indicated !
monthly X one quarter and then at least
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(X4 10 SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION %8
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TaG REGULATORY OR LSC IGENTIFYING INFORMATION) TAG CROSS-REFERENCED 70 THE APPROFRIATE RATE
DEFICIENGY)
' This Plan of Correction is the center's credible
F 308 | Centinued From page 17 . F 309| affegation of compliance,
' December 27, 2012, and the Treatment Record FPreparation andfor execution of this plan of correction
for December 2012, revealed the resident was ! does ;ot c;nt;rimre‘ fd)n:t:n‘;n or aﬁm;:emby ;z;: .
given a Dulcolax suppository and a Fleets ' proviaer gf e irulii of Tne Jacls eiteged or conchisions
enea. Furhor roviow of he nursing note |t e et of st e
revealed the nurse digitally removed (used a i it is required by ihe provisions of federal and stote law.
finger-to manually remove) "firm stool” from the !
rectum. quarterly thereafier,
Interview and medical record review with
Registered Nurse (RN) #1 on April 25, 2013, at
10:00 a.m., In the nurse's stalion, confirmed the
resldent did not have a bowel mavement from I
December 13 through December 26, 2012,
Continued interview confirmed facility nursing
procedures were for any resident who had not
had a bowel movement in three days, nursing
was to contact the physician to obtain an order for
Milk of Magnesia and enemas if Milk of Magnesia
was not successful in producing a bowel
mevement. Continued interview confirmed the
resident was on "pain” medicatian, which
Increased the resident's risk for constipation.
Continued interview and medical record review
confirmed the RN had to manually remove "very
firm"” stool from (he resident's rectum because the
resident had constipation and was unable {o pass
the stoo! independently and interventions for
constipaiion had not been implemented timely.
F 323 | 483.25(h} FREE OF ACCIOENT F323)  F323 It is the practice of this facility to 5/18/2013 °
$8=G | HAZARDS/SUPERVISION/DEVICES ansure the residents’ environment remains as -
free of accident hazards as 12 possible and
The facility must ensure that the resident each resident receives adequate supervision
environment remains as fres of accident hazards and assistive devices to prevant accidents,
as is possible; and each resident receives Resident #17 interventions to reduce risk of |
adequate supervision and assistance devices to falls has been revicwed and revised by the |
prevent accidents. interdisciplinary team and bed bolsters for
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This REQUIREMENT is not met as evidenced
by:
Based on medical record review, review of
facility documentation, and inferview, the facility
falled to ensure safety devices were in place and
funetioning to prevent falls for one resident (#17)
of thifty-four residents reviewed. The facility's
failure to ensure safety devices were in place and
functioning resulted in harm to resident #17.

The findings included:

Resident #17 was admitted fo the facility on
October 31, 2009, with diagnoses including
Alzheimer's Disease, Dementia with Behavior
Disturbance, Generalized Anxiety Disorder,
Constipation, Stornach Function Disorder,
Ganeralized Pain, Depressive Disorder,
Psychosis, Personal Hisfory of Fali, Lale Effect
Cerebral Vascular Disease.

Medical record review of the Quarterly Minimum
Data Set (MDS) dated January 18, 2013,
revealed the resident scored 4 out of 15 on the
Brief Interview for Mental Status (BIMS3) indicating
the resident was severely cognitively impaired,;
required exlensive assistance will all activities of
daily living (ADLs); and was only able to stabilize
with human assistance during transfers and .
walking. :
Medical record review of the resident's care plan
revealed the resident was at risk for falls.
Continued review of the resident's care plan .
revaaled a .. personal alarm installed...” as an
update to the care plan on September 20, 2012,

OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES (1} PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: (A ;wLmNG X Y
445286 B. WING — 0472512013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
KINDRED NURSING AND REHABILITATION- FAIRPARK 807 N FIFTH ST BOX 6477
MARYVILLE, TN 37801
(X4 ID SUMMARY STATEMENT OF DEFICIENCIES | o PROVIDER'S PLAN DF CORRECTION xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY R LSG IDENTIEYING NFORMATION) TAG . CROSS-REFERENGED TO THE APPROPRIATE DATE,
DEFICIENGY)
This Plan of Correction ix the center's credible i
F 323 | Continued From page 18 . F 323| allegation of compliance. !
|

Preparation andfor exzeuilon of this plan of correction
does not conslitule admission or agreement by the |
provider of the truth of the facts alleged or conelusions)
satforik in the statement of deficiencies. The plan of
carrection is grepared and/or executed solely because
it is required by the provisions of federal and state law.

l

left and right side of bed/matiress were —
added, are in place and working.

The DNS/ADNS/SDC/MDS nurses
eonducted an initial audit ali residents who
are utilizing a safety device ag a fail
prevention/intervention measure to ensurs it
is the appropriate device, it is in place and it
is functioning properly. As aresplt of the |
audit seven residents identified as no Jonget ;
requiring the use of an alarm safety device. :
Twenty residents with fall intervention /
prévention alarm safety devices were
reviewed. The review included the type of
device in use and when/where to use with
appropriate clarifications which included
tab alamm, pressure pad alarm, to either bed i
or chair or both, positioning chair cushions, .:
ete. Care Plans and nursing assistant ‘|
assignment shests were revised and or ¥
updated based upon this audit by the ‘
mnterdisciplinary team and communicated to i

!
]

the nursing staff, The interdisciplinary carc
plan team routinely reviews residents with
safety devices at least quarterly and with
significant change, slso during the weckday | l
daily clinieal rounds (DNS/SDC! MDS i i
nurzes/ RN supervisar) will raview the safety |
device log, the 24 honr nursing report, o
admission/re-admission assessments, and/or:
event seports for residents with a fall for

initiation, revision, or update of the
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and "...sensory bed pad alarm..." was added as
an update on September 21, 2012,

Medical record review revealed the resident had
four falls between Movember 16, 2012, and
February 25, 2013 without injury. Confinued
review of the medical record revealed the
resident had a fall on April 4, 2013, and sustained
a fracture fo the left wrist as a result of the fall.

Medical record review of the Post Fall Evaluation
form dated November 16, 2012, revealed the
resident was found "...gitting on the floor at foot of
bed..." Further review of the Past Fall Evaluation
revealed, "...Intervention in place at time of fall...”
with a checkmark in the box for "alarm”. Furiher
review of the Past Fall Evaluation form revealed
no decumentation the personal alarm or sensory
bed alarm were alarming at the time of the
resident's fall. Further review of the form
revealed, "...immediate interventions taken to
protect resident: was told to ask for assistance..."

Review of facility documentation revealed the
resident fefl an December 18, 2012, In the
resident's bathroom, without injury. Confinued
review of facility documentation revealed
intervention in place af the time of the fall was a
checkmark in the box for ¥...alarm...” Continued
raview of facility documentation revealed no
documentation the sehsory pad alarm or personal
alarm were in place and functioning at the fims of
the resident's fall. Further review of facllity
documentation revealed intervention
*...Encourage and assist to wear proper nonslip
footwear..."

Medical record review of the Post Fall Evaluation

This Plan of Correction is the center’s credible E
F 323| cltegaion of compliance. :

FPreparation andfor executlon of this plon of correction |
dogs not constitule admission or agreement by the o
provider of the truth of the facts a((eg:ea‘ or conclusions ;
set forth in the statement of deficlenrias. The plan of
correction is prepared and/or execited solely because ;
it is reguired by the provisions of federal and siate T ’

residents” care pian for appropriate .
intervention(s) to include documentation and :
communication to appropriate staff i.e. _
nursing assistant asgignment sheet, A |
resident with & fall will be referred to the !
Rehabilitation department for screening if
indicated,

The mterdisciplinary toam functioning as
the Falls Prevention Committee will meet
weekly to review residents with falls in the
previous week along with admissions/re-
admissions with a fall risk for consistent )
implementation and effectiveness of the care
plan interventions and as indicated revised
interventions as well as communicating
these revisions to the nursing staff, The
DNS/SDC or desigmee will in-service the
nursing staff on the facility on the proper use
of safety devices as part of an effective Fall
Prevention Program to include 3) device in |
place b) checking device for proper finction, .
¢) docuinentation requirements, d) reporting
requirements by nursing staff to supervisors |
if device defective or missing on 5/13, 5/14, !
and 5/15/2013.

The nursing assistants will cheek presence

and function of safety deviccs cach ghiftand !
initial safety device log and notify charge i
nurse if any device not aperating for !
immediate replacement. ,
The DNS or designee will report the findings .
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F 323 | Continued From page 20 _ F 328| This Plan of Correction is the cenier's credible ;
form dated February 25, 2013, revealed the allegation of compliance. '
resident feil without injury ".. resident found on Preparation and/or execution’of this plan of correction
floor in room next fo bathroom door.. resident does ;ﬂ! o;!::ﬂfm‘:d?:;ﬂ?ﬂ f:;' ﬂﬂ‘;ﬁm ;}; g;:s s
states, 'l was coming from bathroom?”.,." provider of Ue Iruth of Lue Jacls a e
Continued review ofgthe Post Fall Evaluation form sttforth in ;f:;:,";fj" T of deflolenae ;,,,’}i'f,‘;’:;:{e
revealed, "...Intervention in place at time of fall...” 1t s required by the provisions of federal and state law. |
with a checkmark in tha box for alarm, and . . .
documented In section titled *..Other: (specify) ~and analyis of the Falls Comumittee to the
Resident unhooked alarm..." Further review of Facility Pcrfo::man(:& Comm ittee at it
the farm revealed no documentation the sensory monthly meeting for review, discussion and |
pad alarm ar personal atarm were functioning at recommendations, if any. The Facility
the time of the fall. Continued review of the Post Performance Copamittce met on May 17,

Fall Evaluation revealed, "...Summary of 2013 to review and discuss the survey results

Interdisciplinary Team: Flaor Conference with anq o dcvc_lop and implement corrective
'| CNA&'s (Certified Nurse Asslstant)/Staff related to action that included F323,

making certain alarmns are attached and

functioning properiy-FPlacing pad afarm hack to

beds and chalrs if they are removed

temporarily..."

Medical recerd review of the Post Fall Evaluation

form dated April 4, 2013, revealed, "...heard loud

nafse while standing in hallway. Found pt

(patient) lving in floar in RM {room) in front of

bathroom door on L (left) side...” Continued

review of the Post Fall Evaluation revealed

checkmarks in the boxes for alarm, call bell in

place, and fow bed in the section titled,

*...Intervention in place at time of fall..." Further

review of the Post Fall Evaluation form revealed

no documentation the sensory pad alarm or

personal alarm were functioning at the fime of the

fall. Confinued review of the form revealed,

" .Summary of Interdisciplinary Team: encourage

assisted tolleting q (every) 2 hour-(known to

refuse) Bolsters placed on bed to discourage

unassisied atiempts to get out of bed...”
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Medleal record review of the Resident Progress
Notes dated April 3, 2013, revealed, "...Pt fell this
am (morning)...Roomate reported pt walking to
bathroom and fried to open door and lost balance
and fell. Landed on left side. Hematoma
{collection of blood outside of a blood vessel)...L
cheek, Laceration...left side of face...Pt removed
bed alarm...sent to {(hospital) for evaluation,..”

Medical record review of the resident's Treatment
Record for the month of April, 2013, revealed,
»...order date 10/01/2012 sensory bed pad alarm
installed d/t (due to) fali risk..." Furiher review of
the resldant's Treatment Record revealed no
documentation the resident had a personal alarm,
and no documentation for monitoring placement
ar functioning of sensoty pad alarm.

Medical record review of a Radiology Report
daled April 4, 2013, revealed, "...very subtie
cortical breaks are present in the distal radius,
suspicious for nondisplaced
fractures...Conclusion: suspicious for left distal
radius fractures.,.."

Medical record review of the Physician's Progress
Notes dated April 9, 2013, revealed, "“...Had
swelling (L) (left) wrist X-ray showed severe
osteopenia (low bone density) possible fx
(fracture} with *cortical breaks seen' splint
applied..." Continued review of the Physician's
Progress Nofes dated April 9, 2013, revealed, "...
(L) wrist tender Imp (Impressjon) (L} wrist fx..."

Medical record review of the resident's care plan
updated April 4, 2013, revealed, “...At risk for
Musculoskeletal Problems refated to Fracture
{specify location) Left wrist..."

F323
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Interview with Certified Nurse Assistant (CNA) #1
on April 24, 2613, at 1:21 p.m., in the 200 ‘
Hallway, confirmed the resident had a history of
removing personal alarms.

Interview with CNA #2 on April 24, 2013, at 1:25
p.m., in the 200 Hallway, confirmed the resident
had a history of removing personal alarms.

interview with Registered Nurse (RN) #1 on April
25, 2013, at 8:25 a.m., in the Nurse's Staticn,
confirmed the RN did not hear alarms sounding
at the {ime of the resident's fall on April 4, 2013,

Intetview with CMA #2 on April 25, 2013, at 8:33
a.m., in the 200 Hallway, confirmed the CNA was
working on oh April 4, 2013, at the time of the
resident's fall and did not hear alarms sounding at
the time of the fall,

interview with the Director of Nursing (DON}), and
the Staff Development Nurse on April 25, 2013, at
8:00 a.m., In Nursing Administration Office,
confirmed the resident had a history of removing
personal alarms. Continued interview with the
DON and the Siaff Development Nurse canfirmed
there was no documentation the resident's
sensory pad alarm or personal alarm were
functioning at the time of the resident’s falis on -
November 16, 2012, December 18, 2012,
February 25, 2013, and April 4, 2013. Contfinued
interview with the DON and the Staff
Pevelopment Nurse confirmed the faclilly was not
monitoring the placement or functional status of
the resident's sensory pad alarm or personal
alarm to prevent falls.

F 441 | 483.65 INFECTION CONTROL, PREVENT F 441
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(a} infection Contral Program

The facility must esiablish an Infection Control
Program under which it -

{1) Investigates, controls, and prevents infections
in the facility;

(2) Decides what procedures, such as isolation,
should be applied to an individual resident; and
(3) Maintains a record of incidents and corrective
actions related to infections.

{b} Preventing Spread of Infection

{1) When the Infection Control Program
determines that a resident needs isolation to
prevent the spread of infection, the facllity must
Isolate the resident.

(2} The facility must prohibit employees with a
communicable disease or infected skin lesions
from diract contact with residents or their food, if
direct contact will transmit the disease.

(3) The facility must require staff to wash their
hands after each dirett resident contact for which
hand washing is indicated by accepted
professional practice.

(c) Linens

Personnel must handle, store, process and
transport linens so as to prevent the spread of
infection.

mainfaing an Infection Control Program to
provide a safe, sanitary and comfortable
enviconment and to help prevent the
development and trapsmission of disease and
infection.

Residents #4, #5, #27, #35, and #102 were
coborted and appropriate transmission based
precautions that included the appropriate
pezgonal protective cquipment at each door
was initiated, Medical records including thc
care plan as well as the nurging assistant |
assipnment shects wers updated fo refleat the]
initiated contact precautions,

The SDC began in-service with all staff on |
the facility policy and procedures for !
Transmission Based Precautions which I
i¢luded contact precautions, During this |
time period no other residonts were ;!
identified with an active infection requiring ]
tranamission based precautions, i
The DNS/SDC will eonducted additional in-|
services on the policy and procedures for
Transmission Based Precantions to insluds
when and how initiate precautions, !

notifications requirements, placementof |

PPE and documentation requiréments on !

5113, 5114, and 5/15/2013, :
During the weekday clinical ronnda i

conducted by the DNS/SDC{ MDS nurses/

BN supervigor will review the 24 hour

(X4} ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL. PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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DEFICIENCY)
} . This Plan af Correction i< the center's credible
F 441 | Continued Fram page 23 F 441|  altegation of compliance.
55=F | SPREAD, LINENS ;
Preparation and/or execution of this plan of correction
o ) N does not consiipile admission or agreoment by the
The f?c‘l'ly must establish and. mainiain an . provider of the truth of the fucis alleged or conclusions
Infection Contral Pragram designed to provide a setforth in the stolemeni of deficlencies, The plan of
safe, sanitary and camiortable environment and correction is prepared andfor executed solely because
to help prevent the development and transmission fris required by the provisions of federal and state lms.
of disease and infection. " .
F441 The facility has established and 5/18/201.
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TTas Plan of Correstion Is the center's ¢redible
F 441 [ Continued From page 24 F 441 | ailegation of compitance.
. . Preparatlon andfor execution of this plan of correciion
This REQUIREMENT is not met as evidenced daes noi consiitute admission or agreement by the
by: provider of te truth of the facts alleged o;’ com;!u:iofm
i A i setJorth In the statement of deficiencies. The plan o
rz\?lseff gg;;?&;ﬁglnr:ﬁgrﬂ]{:r\cieeﬁ {ﬁgll‘g;i?iutyh?gﬂ ad catveciion is prepared and/or zxecu;'ed .s}o.'eg: bmaz;fe
! il s ired by th fsil ‘edeval and siate faw.
to Isolate five (#4, #5, #27. #35, #102) of H lsrequired by ihe provisions of -
thirty-four residents reviewed with an identified nlirsing report, admission assessments and
infectious process Methicillin Resistant 1ab reports for information/resulis to ensure
Staphylococcus Aureus (MRSA), appropriate precautions a5 warranted have
. ) been injtiated ag per the facility's procedurcs
The findings included: on Transmission Based Precautions,
: . , The facility Infection Prevantion nurse will
Resident #4 was admitted to the facility on tmldm:iy infeetions that will include the
September 27, 2008, with diagnoses inchuding wse of and reasons for transmission based
E\:dmgﬁlie gcl-erosls. N{ultlp'!e Jc(;:ur;l ConttIrac_:Ere,rt precautions, and monitor the staff's
Dis SZ é';_ln‘ ‘ypg r Ensrl:.i.n ! Egg st ve e?[. complisnce with the stated precautions by
1sease, LL.hranic bronchitis, and Lsteomyeilis. both medical record review and staff
. . ' bservation,
Medical record review of a Laboratory Resuilt o . . .
Form dated March 31, 2013, of a culiure obtained L e ot th
from a wound revealed a positive result of MRSA. findings and analysis of her data collection,
Medical record review revealed no documentation g‘gi;;mom Z‘? au: :di:::eto tt?fm:ziﬁlty
of the resident being on Contact Isolation YITAARES &0 e at ¥
: meeting for review, discussion and
Resident #5 was admitted to the facllity on recommendations, if indicated.
February 13, 2013, with diagnoses including
Difficulty in Walking, Urinary Tract Disease and
Muscle Weakness.
Medical record review of a Laboratory Result
Form dated March 8, 2013, of a culture obtained
from a rash on the resident's back revealed a
posifive result of MRSA,
Medical record review of a Laboratory Result
Form dated April 13, 2013, of a culture obtained
fram the right eye revealed a positive result of
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F 441  Continued From page 25 F441,
| MRSA.
- Medical record review revealed no documentation
i of the resident being on Contact Isolation.

|

“Resident #27 was admitted to the facility on |
| November 16, 2011, with diagnoses including ! |
| Depressive Disorder, Hypertension, Mitral Valve ! ! ’
Disorder, Atrial Fibrillation, and Edema. !

Medical record review of a Laboratory Result !
Form dated April 20, 2013, of a culture obtained
from a rash on the resident's back revealed a
positive result of MRSA.

Medical record review revealed no dacumentation
of the resident being on Contact Isolation.

Resident #35 was admitted to the facility on
November 22, 2010, with diagnoses including
Hypertension and Constipation.

|

' Medical record review of a Laboratory Result

| Form dated April 13, 2013, of a culture obtained

| from the resident’s left eye revealed a positive

| result of MRSA.

. Medical record review revealed no documentation
| of the resident being on Contact Isolation.

| Resident #102 was admitted to the facility on April!
' 10, 2013, with diagnoses inciuding Senile |
| Dementia, Congestive Heart Failure, Altered |
- Mental Status. |
! Medical record review of a Laboratory Resuit A
| Form dated April 23, 2013, of a culture obtained |
| from the resident's right eye revealed a positive ‘

FORM CMS-2567(02-89} Previous Versions Obsolete Event 1D:BGOS Facility iD: TNOSO3 If continuation sheet Page 26 of 29



PRINTED: 05/06/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE GONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION [DENTIFICATION NUMBER: A BUILDING COMPLETED
445286 B. WING 04/25/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, ZIP CODE

307 N FIFTH 57 BOX 5477

KINDRED NURSING AND REHABILITATION- FAIRPARK
MARYVILLE, TN 37801

(X4)ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION P )
PREFIX ! (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: : BEFICIENCY)
i i !
I H
F 441 : Continued From page 26 F 441
 result of MRSA.

Medical record review revealed a Resident
- Progress Note dated March 2, 2013,
i " ..Gentamycin eye treatment continues...”
% Medical record review of a Resident Progress
" Note with a Condition Change Form attached
' dated March 8, 2013, revealed, "...pt (patient) is
I having yellow color drainage from...eyes...”
. Medical record review of a Resident Progress
| Note with a Condition Change Form attached
| dated Agpril 20, 2013, revealed, "...pt has drainage ;
! from both eyes drainage is dark green..."

Medical record review revealed no documentation
of the resident being on Contact Isolation.

' Review of the facility policy Disease Specific
Information Methicillin Resistant Staphylococcus
Aureus (MRSA) dated May 28, 2008, revealed

" Precaution Type Contact...Suggested Supplies
For Isolation Cart Gloves Gown...Mode Of
Transmission...The main mode of transmission of
staph andfor MRSA is via hands, which may i
become contaminated by contact with...Devices,
items, or environmental surfaces contaminated
with body fluids containing staph
(staphylococcus) or MRSA. Other factors
contributing to transmission include skin to skin

: contact...”

| Review of the facility's Transmission-Based

| Precautions dated September 19, 2012, revealed,
... Transmission-Based Precautions are for

| patients with documented or suspected infection

| or colonization with highty fransmissible or !
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F 441 | Continued From page 27
| epidemiologically important pathogens for which
, additional precautions are needed to prevent
| transmission...Initiating Transmission-Based
Precautions...Place and maintain an adequate
supply of appropriate personal protective
' equipment by the isolation room at the door or
use an over-the-door storage system...Contact -
Don gloves upon entering room...”

Observation of Residents’ #4, #5, #27, #35 and
#102 rooms on April 23, 2013, at 1:00 p.m.,
revealed no personal protective equipment at the
door and no over the door storage system for
personal protective equipment.

Interview with the Director of Nursing (DON) on
April 23, 2013, at 3:25 p.m., at the nursing

| station, confirmed the residents were not placed
on Contact Isolation and stated "we do universal
precautions and hand washing depending where
the MRSA is and if it is a draining wound then we

* contain it, and the resident is allowed to continue
going to activities and the dining room.” When the .
DON was questioned about the residents with a
diagnosis of MRSA in the eyes, the DON stated
"well yeah you know they rub their eyes and we
are going to have to make sure they don't touch
things out of their room.” Further interview with

the DON revealed there were five residents with
diagnoses of MRSA. The DON stated, "We have
five residents with MRSA, two on 100 hall and
three on 200 hall. Two have MRSA of the eye (all

" on 200 hall) one has MRSA of the back (it looks
like a rash) and of the eye that resident is also on
hall 200. There is one resident on hall 100 with
MRSA of the back and one with MRSAon a
shoulder wound also on hall 100."
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' Interview with the Infection Control Nurse on April
' 24, 2013, at 8:10 a.m,, in the Infection Control

| Nurse's office, confirmed there was not any

| personal protective equipment at the doorways of |
| the rooms and there was not any documentation
* of the contact isolation in place in the resident's

i medical records.
1
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